Anaesthetists work as part of a process and deal with complex situations in their daily work. Considerable effort is put into training anaesthetists, but little has been done either in research or improving awareness of the intangible components of the anaesthesia system that affect safety, such as decision-making. The purpose of this article is to apply the principles of decision-making to anaesthesia practice.
DECISION-MAKING SKILLS: CONCEPT F 1. ANALYTICAL: This is a very systematic, thorough approach, taking in as much data as possible before reaching a conclusion.
INTUITION:
Individuals making this type of decision get a little information and then leap to a decision.
CHOICING:
Narrowing of choices down and coming to a decision quickly. 4. EXPANDING: Expanding their options by looking for alternatives. None of these decision-making techniques is right or wrong in itself; the correct technique is dependent On the situation.
Many situations in anaesthesia-such as preoperative assessment-call for an analytical approach; which requires time.
Clinical diagnosis is another example of the analytical approach-as is fault-finding in the anaesthesia system.
In the setting of anaesthesia, intuition has to be used carefully. Its best use is when it cautions the anaesthetist-i.e. not to proceed with a particular procedure despite the "numbers" being OK.
The choicing approach is appropriate when there is not much time available to respond-e.g. an emergency.
The expanding decision-making process is the appropriate decision-making skill, which like analytical, applies when there is plenty of time available. _ In anaesthesia practice, all four styles have a place. It needs to be emphasized that once a decision has been made, there tends to be a flow On. This is called the decision chain or cascade.
Preoperative assessment and intraoperative manage-ment call for expanding and analytical decision-making skills, due to available time.
In an emergency, with little time, choicing decisionmaking is an appropriate skill. However, the management of emergencies may be complex and multipronged; in these situations, various forms of checklists are more appropriate. It is the decision to call an emergency that may be more difficult-a commonly used psychological tool "denial" ("it's not happening" -or "it won't happen to me") is invoked.
Anaesthetists must be able to work in an environment where they need to overcome the tendency to do everything themselves, and utilize all resources of information at hand-especially human.
DECISION-MAKING: CONCEPT 2
There are four subject areas about which decisions need to be made:
Anaesthetists are continually making decisions about the physiological (or pathophysiological), and pharmacological status of their anaesthetized patients.
Surgery type
The type of surgery planned inevitably affects the decision-making process by the anaesthetist, who takes into account physiological disturbance likely to be encountered and most likely problems.
Operating theatre.
Operating theatres can be physically and psychologically stressful-affecting decision-making.
Anaesthetist.
Anaesthetists are continually making decisions about their own competency, state of health, level of fatigue and many other variables.
Decisions result in actions 3
:
There are six actions that result from a poor decision, categorized as follows: Attendance at any Anaesthesia Department "morbidity/mortality" meeting will confirm that most criticisms come under one of these six actions.
THE POOR DECISION CASCADE: CONCEPT 3 3 Most anaesthesia incidents and accidents result from a contribution of factors rather than from a single cause.
The contributing factors resulting in an incident! accident involve a variety of patient!surgery/environment/anaesthetist factors, and occur as a result of a series of incorrect ("bad") decisions-called the Poor Decision Cascade-a cascade because the effect of each poor decision is an amplification of the effect of the previous poor decision.
PRINCIPLES OF THE POOR DECISION CASCADE
1. One poor decision increases the probability that another will be made.
2. As the poor decision cascade increases, the safe alternatives decrease.
BREAKING THE POOR DECISION CASCADE
Anaesthetists can be trained to make good decisions in the first place, or break the chain of poor decisions.
There are five steps involved:
RECOGNIZE A POOR DECISION
Feedback is provided to the anaesthetist from monitoring the patients' physiological signs, and by being continually aware of events going around them (' 'situational awareness' ').
"Active monitoring" is the term given when the anaesthetist is involved in the perception-computationexecution loop such that he/she is "up with the play' '.
Important also is to recognize the commonness of denial (i.e. "it's not true-the monitor is wrong").
CHECK FOR STRESS
Stress and anxiety reduce effectiveness.
ENGAGE IN PROBLEM-SOLVING
-Define and analyse the problem -Consider alternatives -Apply selected alternative.
SEARCH FOR OTHER POOR DECISIONS
Recognition of one poor decision should lead to a search for others.
REVIEW ORIGINAL POOR DECISION
After the poor decision cascade is broken, review the original poor decision (introspection).
REAL DECISION-MAKING (HOW WE REALLY MAKE DECISIONS)4: CONCEPT 4
An important aspect of decision-making in anaesthesia is that decisions frequently have to be made in Anaesthesia and Intensive Care, Vo!. 23, No. 5, October 1995 the absence of complete information, and, as in other aspects of life, there is a degree of randomness.
"Optimal", "rational" or "normative" decisionmaking, which correlate mostly with the analytical and expansive decision-making skills mentioned above, imply an optimal outcome. The "optimal", "rational" or "normative" method of decision-making assumes: 1. The outcomes of decisions are quantifiable. 2. The probabilities of the various outcomes are known. 3. The decision-maker is sensitive, and without bias, to a change in information. 4. The decision-maker is consistent, and is rational all the time. Reality is nothing like this! It would appear that only novice anaesthetists (e.g. junior registrars) approach anywhere near this type of decision-making.
Experience leads to expertise and so to experts. Experts tend to assess the pattern of the situation, categorize it, and make the appropriate decision. Rulesof-thumb are used to "identify" the pattern, and to arrive at a prediction as to what will happen. Experts develop "mental models", or icons of situations, but these are frequently incomplete. The "mental model" contains an algorithm for pattern recognition of the situation, leading to the decision.
There are consequences to this "rule-of-thumbpatterned" decision-making: 1. It does not take into account probability. 2. It is highly dependent on (faulty) human memory. 3. It leads to overconfidence in decision-making. 4. It explains the tendency for the expert to persevere with a decision long after the evidence suggests that a new approach is required. The nett effect of all of this that the expert anaesthetist decision-maker is strongly biased. This need-not Anaesthesia and Intensive Care, Vol. 23, No. 5, October /995 necessarily be a bad thing; but what it does mean is
